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MesotheliomaAbstract Introduction: Simple mesothelial cyst is a rare mesenteric cyst of mesothelial origin. The
size is up to 10 cm. It is usually asymptomatic, but occasionally non-specific symptoms, which
makes correct preoperative diagnosis difficult.
Case presentation: A 30-year-old woman presented with abdominal discomfort and distention to
our hospital. Examination revealed soft abdominal mass. The laboratory examination was
unremarkable. Abdominal imaging showed a huge cystic mass of 30 cm. Excision of the cyst was
performed by midline laparotomy. The histopathological diagnosis was simple mesothelial cyst.
Conclusion: Peritoneal simple mesothelial cyst is a quite rare abdominal tumor, that must be con-
sidered in differential diagnosis of pelvic cystic lesions. The treatment of choice is surgical excision
of the cyst.
 2016 The Egyptian Society of Radiology andNuclearMedicine. Production and hosting by Elsevier B.V.
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-
nd/4.0/).1. Introduction
Mesenteric cysts are rare, abdominal tumors, and they are
benign growths with malignant transformation reported in
3% of cases (1–4). The incidence has been estimated to be 1
in 100,000 in the adult population and 1 in 20,000 in the pedi-
atric population (1–3). They present in the first decade of life
(5) with a 1:1 male to female ratio (1,6).
Less than 1000 cases have been reported in the literature.
While 40% of cases are incidental findings found on physical
examination or imaging, they can cause non-specific abdomi-nal symptoms. 10% of cases can present with bowel obstruc-
tion, volvulus, torsion or shock. The lack of characteristic
clinical and radiological features presents a diagnostic diffi-
culty. The mainstay in imaging is computerized tomography
(CT). Complete surgical excision is the treatment of choice.
This can be accomplished by laparotomy or by minimally
invasive surgery (3,4).
Perrot classification showed that peritoneal simple
mesothelial cyst (PSMC), benign cystic mesothelioma and
malignant cystic mesothelioma are mesenteric cysts (MC) of
mesothelial origin (5) and other MC types are dermoid cysts
and cysts of lymphatic, enteric or urogenital origin (5). PSMC
is very rare, with about 900 reported MC cases in the literature
(6,7). The cyst ranges from a few centimeters to 40 cm (8,9).
They are usually asymptomatic, but occasionally non-specific
symptoms which makes correct preoperative diagnosis
difficult.
Fig. 2 CT showing huge pelviabdominal cyst.
374 A.M.S. El-AgwanyWe present the case of a woman with a giant mesothelial
cyst that was managed by surgical excision, which is the treat-
ment of choice.
2. Case report
A 30-year-old lady presented with a distended abdomen with
abdominal pain since three months. G1P1, with previous I
CS since 3 years she was diagnosed with huge ovarian cyst
after six months by her doctor and performed midline laparo-
tomy but found nothing and abdomen closed. She complained
after one year of a renal colic and stone was diagnosed and
removed by lithotripsy. After six months, she complained of
abdominal pain with abdominal cyst diagnosed on ultrasound
of query non-gynecologic origin, and ultrasound guided aspi-
ration was performed by a surgeon for 200 cc serous clear fluid
that was free of cells on histopathology. After 9 months,
another cyst appeared on ultrasound, and CT was performed
revealed left ovarian cyst about 20 cm with compression of
the left ureter with hydronephrosis on that side (Figs. 1–3);
then, she was admitted to our hospital (Shatby maternity hos-
pital, a tertiary hospital of capacity 350 beds covering 4 pro-
vinces in Egypt) and she was vitally stable with abdominal
pain. There was no evident abdominal distension and there
was a deep mobile mass on abdominal palpation in the left
upper quadrant with absent masses on PV examination.
Ultrasound by experienced gynecologist revealed 20 cm abdo-
minopelvic unilocular cyst on the left side near the kidney sep-
arable of both ovaries and distant from them with
hydronephrosis, suspicious of mesenteric cyst. Her laboratory
investigations were normal (FBC, renal function test, coagula-
tions, LFTs). Tumor marker CA-125 was also normal. Midline
laparotomy was performed revealed deep huge left mesenteric
cyst. The cyst originated from the small bowel mesentery. It
was adherent within the small bowel to the left side of the sig-
moid colon, and posterior aspect of the left kidney. It was sur-
gically excised and sent for histopathology. Macroscopically
the mass was unilocular and contained approximately serousFig. 1 CT showing pelviabdominal cyst on left side.
Fig. 3 CT showing compressed ureter with hydronephrosis on
the left side.fluid. The histopathological diagnosis was simple mesothelial
cyst lined by regular mesothelial cells showing no atypia and
no mitosis. No intra-operative complications were recorded.
The patient had a quick recovery and was discharged shortly
after the procedure.
3. Discussion
Mesenteric cysts can occur in the mesentery from the duode-
num to the rectum (10). They occur more in the small intestine
(66%) than the large intestine (33%). In the large bowel most
arise from the right colon and ileum but rarely in the
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The lining of mesenteric cysts is comprised of endothelial or
mesothelial cells, usually cuboidal or columnar-type cells. They
lack smooth muscle and lymphatic spaces (unlike cystic lym-
phangiomas). Omental cysts are confined to leaves of greater
and lesser omentum. They are rare in incidence and occur in
1 in 140,000 populations. Mesenteric cysts are 4 times more
common than omental cysts. Omental cysts are more common
in children below 15 years of age with mean age of occurrence
at 4.9 years, but rarely may occur in adults. The histopatholog-
ical classification is by the inner cyst wall layer cell and origin,
so mesenteric cysts can be of lymphatic, mesothelial, enteric,
urogenital origin, walled off infections, neoplastic, mesenteric
cyst-ovarian implant syndrome or nonpancreatic pseudocysts.
Diagnoses can be achieved when this condition is included in
the differential diagnosis of intra-peritoneal cysts. Clinical
imaging (ultrasound, CT scan or Magnetic Resonance Imaging
– MRI) may aid. US is important in differentiating between
ovarian and non-ovarian ones by showing normal ovary char-
acters by lying over iliac vessels and showing echolucent folli-
cles. CT scan should be considered more often in preoperative
management (11).
The decision regarding the surgical approach depends on
the size, its location and level of surgeon’s experience in mini-
mal access surgery. Other treatment options include drainage,
marsupialization and enucleation which were previously
thought to be the treatment of choice. Bowel resection is
required in a one-third of adult and 50–60% of pediatric cases.
Partial excision is not indicated as there is a high recurrence
rate with this modality. Sometimes, complete resection and
enucleation cannot be achieved. In cases where the cyst is
imbedded deep within the mesentery or when size is a factor,
partial excision with marsupialization of the remainder of
the cyst into the abdominal cavity (followed by sclerosis of
the cyst lining) is a good option with low recurrence rates (11).
Features of ovarian remnant syndrome for mesenteric cyst-
ovarian implant syndrome are as follows. History of oophorec-
tomy and salpingo-oopherectomy, usually bilateral but not
always, a small amount of ovarian tissue is inadvertently left
behind, this ovarian tissue is associated with clinical symptoms
such as pelvic pain and/or dyspareunia and removal of the
ovarian remnant results in clinical improvement. Experiments
on cats revealed that the cortical ovarian tissue which has been
separated from its major blood supply may undergo necrosis,
cystic degeneration, and neoplastic change or it may remain
functional and cause the symptoms of ovarian remnant
syndrome. This syndrome should be considered with genitouri-
nary symptoms or a pelvic mass following bilateral salpingo-
oopherectomy particularly those with endometriosis or
adhesions. Through review of literature, only 5 patients were
with mesenteric cyst ovarian implant syndrome. Most patients
had multiple pelvic surgical procedures including operative
procedures of the ovaries and it seems that partial resection
of the ovary such as removal of an ovarian cyst, may increase
the incidence of ovarian implant syndrome (12,13). However,
the low incidence of ovarian implant syndrome suggests that
the normal pelvic soft tissue does not seem to accept ovarian
implants. It appears that the soft tissue of the pelvis or lower
abdomen must be altered by means of fibrosis, adhesions,
chronic inflammation, endometriosis or tumors to be able to
accept the ovarian implant and promote its growth. Thereare no diagnostic facilities prior to surgery and microscopical
exam leads to its identification.
A paraovarian cyst is a closed, fluid-filled sac that grows
beside the ovary and fallopian tube, but never attached to
them. It is usually located on ovarian ligament, and often uni-
lateral. It is thought to develop from Wolffian structures, the
tubal epithelium or peritoneum. Paraovarian cysts are usually
very small, ranging in size from 2 to 20 cm. These cysts have
little clinical significance; they are asymptomatic and usually
found incidentally. Most often, they are diagnosed as benign
ovarian cysts or as hydrosalpinx (14–17). Imaging techniques
are usually not helpful to differentiate an ovarian, mesenteric
or paraovarian cyst preoperatively.
Peritoneal inclusion cysts (the so-called cystic mesothe-
lioma) usually occur in women of reproductive age. Mesothe-
lial cysts may be arranged in grape-like clusters or presented as
isolated lesions studding the surface of the peritoneum. They
often contain more mucinous or gelatinous fluid. Microscopi-
cally, they are lined by a single layer of cuboidal or flattened
mesothelium that may focally form papillary projections, nests
or tubules. Occasionally this undergoes squamous metaplasia.
In mesenteric panniculitis (or sclerosing mesenteritis) a marked
inflammatory process results in the formation of multiple
pseudocysts, which may mimic cystic mesothelioma. The pseu-
docysts in this condition, however, contain a more marked
chronic inflammatory process composed of reactive lympho-
cytes and plasma cells, associated with lymphedema and fat
necrosis (18).
PSMC is the result of the congenital incomplete fusion of
the mesothelial-lined peritoneal surfaces, so they are located
in the small bowel, the mesentery, the mesocolon and the
omentum. It occurs in children and young adults and not in
older people. Pathological examination is a thin-walled,
unilocular cyst that contains serous material (12).
Correct preoperative diagnosis is based on clinical examina-
tion and radiographic imaging. It is a quite difficult diagnosis
due to the rarity and the lack of specific clinical presentation
(19). When it increases in size, common symptoms, due to
the compressive effect such as abdominal pain, distension,
bloating, constipation and vomiting can arise (19). Clinical
examination shows a painless compressible soft abdominal
mass relatively mobile transversely (19).
Plain radiographs are often normal or non-specific
revealing a non-calcified mass that displaces the bowel (8).
Abdominal ultrasonography (US), computed tomography
(CT) scan and magnetic resonance imaging (MRI) are more
useful (20). They demonstrate the cystic lesion, and determine
size, location, relation to surrounding structures and features
of the cyst’s wall and contents (7). In PSMC, US demonstrates
an anechoic mass with acoustic enhancement (19). CT and
MRI reveal a fluid-filled mass with low signal intensity on
T1-weighted images with no discernible wall and no internal
septations. The treatment of choice is complete surgical
excision of the cyst by enucleation (21). This is usually easily
feasible either by laparotomy or by laparoscopy in appropri-
ately selected patients (21). In our case laparoscopic surgery
was not possible due to the size of the cyst. Cyst puncture, sim-
ple drainage and marsupialization are treatment options that
should not be performed due to low efficacy and complications
(22). A PSMC is benign and has a very favorable prognosis
(22,23).
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Although PSMC is a quite rare abdominal tumor, it must
always be considered in the differential diagnosis of pelvic cys-
tic lesions and other mesenteric cysts. The treatment of choice
is the complete surgical excision of the cyst. US is important in
differentiating between ovarian and non-ovarian cases in expe-
rienced hands.
Consent
Written informed consent was obtained from the patient for
publication of this case report and any accompanying images.
Conﬂict of interest
The authors declared that there is no conflict of interest.
Acknowledgments
The authors would like to thank the patient for her permission
to present this case report. They also would like to thank the
residents of Shatby maternity hospital for their assistance in
managing this case.
References
(1) De Perrot M, Bru¨ndler MA, To¨tsch M, et al. Mesenteric cysts.
Toward less confusion? Dis Surg 2000;17(4):323–8.
(2) Kwan E, Lau H, Yuen WK. Laparoscopic resection of a
mesenteric cyst. Gastrointest Endosc 2004;59(1):154–6.
(3) Braquehage J. Des kystes du mesentery. Arch Gen 1892;170:291.
(4) Sahin Dursun Ali, Akbulut Gokhan, Saykol Volkan, San Osman,
Tokyol Gigdem, Dilek Osman Nuri. Laparoscopic enucleation of
mecenteric cyst: a case report. Mount Sinai J Med 2006;73
(7):1019–20.
(5) De Perrot M, Brudler M, Totsch M, Mentha G, Morel P.
Mesenteric cyst. Toward less confusion? Dig Surg 2000;17:323–8.
(6) Miljkovic´ D, Gmijovic´ D, Radojkovic´ M, Gligorijevic´ J,
Radovanovic´ Z. Mesenteric cysts. Arch Oncol 2007;15:91–3.(7) Sahin DA, Akbulut G, Saykol V, San O, Tokyol C, Dilek ON.
Laparoscopic enucleation of mesenteric cyst: a case report. Mt
Sinai J Med 2006;73:1019–20.
(8) Huis M, Balija M, Lez C, Szerda F, Sˇtulhofer M. Mesenteric
cysts. Acta Med Croatica 2002;56:119–24.
(9) Tan JJ, Tan KK, Chew SP. Mesenteric cysts: an institution
experience over 14 years and review of literature. World J Surg
2009;33:1961–5.
(10) Sato M et al. Mesenteric cyst: sonographic findings. Abdom Imag
2000;25:306–10.
(11) Trompetas V, Varsamidakis N. Laparoscopic management of
mesenteric cysts. Surg Endosc 2003;17:2036.
(12) Khawaja B, Araqazi R. Twisted right fimbrial (paraovarian) cyst.
J Surg Pak (Int) 2009;14(4):182–3.
(13) Masroor I, Khan N. Torsion of fallopian tube. Fimbrial Cyst J
Pak Med Assoc 2008;58:571–3.
(14) Gopal K, Lim Y, Dobson M, et al. A case of torted parafimbrial
cyst on MRI: case report and review of literature. Br J Radiol
2006;79(948), e208-10.
(15) Puri M, Jain K, Negi K. Torsion of para-ovarian cyst: a cause of
acute abdomen. Indian J Med Sci 2003;57:361–2.
(16) Subnis BM, Bakhshi GD, Shaikh A, et al. Paraovarian cyst
mimicking mesenteric cyst: a case report. Bombay Hosp J 2008;50
(4):663–5.
(17) Clement PB. Tumors of the peritoneum. In: Fletcher CDM,
editor. Diagnostic histopathology of tumors, vol. 1. London:
Churchill Livingstone; 2000. p. 839–64.
(18) Datta RV, Paty PB. Cystic mesothelioma of the peritoneum. Eur
J Surg Oncol 1997;23:461–2.
(19) Patel A, Lefemine V, Ramanand BS. A rare case of a peritoneal
cyst arising from the falciform ligament. Cases J 2009;2:134.
(20) Fernandez Ramos J, Vazquez Rueda F, Azpilicueta Idarreta M,
Diaz Aguilar C. Mesothelial giant cyst of great omentum. An
Pediatr (Barc) 2009;71:180–1.
(21) Theodoridis TD, Zepiridis L, Athanatos D, Tzevelekis F,
Kellartzis D, Bontis JN. Laparoscopic management of mesenteric
cyst: a case report. Cases J 2009;2:132. http://dx.doi.org/10.1186/
1752-1947-5-361.
(22) Ousadden et al. A giant peritoneal simple mesothelial cyst: a case
report. J Med Case Rep 2011;5:361.
(23) Ousadden Abdelmalek, Hicham Elbouhaddouti, Ibnmajdoub
Karim Hassani. A giant peritoneal simple mesothelial cyst: a
case report. J Med Case Rep 2011;5:361.
